C A E S ARE A N section is an operation of great antiquity and the Scottish element in its ancestry is not negligible. Apart from the legendary Macduff who was 'from his mother's womb untimely ripped', we know that King Robert II (1318-90) was born by this means and that sporadic cases occurred in the following centuries, usually in desperate circumstances. The great William Smellie never performed Caesarean section on a living woman but in 3 instances he extracted children by this means after the death of the mother-all of them fatal haemorrhages from placenta praevia (SmelIie, 1754) .
In the 19th century obstetric thought became concentrated on the mechanical problems associated with contracted pelvis which became prominent in many parts of the world as, in crowded industrial towns, smoke shut out the light of the sun and the incidence of rickets increased. The appalling choice facing the obstetrician in severe cases of contracted pelvis was to destroy the living child by craniotomy or to attempt the dangerous operation of Caesarean section.
John S. Parry of Philadelphia (1843-1876) reported that craniotomy was associated with a maternal mortality of 38 per cent, which was higher than that of Caesarean section when performed early in labour, although the overall mortality in 72 Caesarean sections performed in the U.S.A. was 51 per cent (Harris, 1878) .
No city had a more sinister reputation for rickets and contracted pelvis than Glasgow and the advent in the mid nineteenth century of anaesthesia, popularised with missionary fervour by Simpson of Edinburgh and of antisepsis, introduced by Lister in Glasgow, made the prospect of undertaking major abdominal surgery less unthinkable than formerly. The technique of 'classical Caesarean section', a longitudinal incision in the upper segment with careful suturing of the uterine wound was introduced by Sanger in Germany in 1882 and was taken up by Murdoch Cameron in Glasgow in 1888 with outstanding success (Cameron, 1889) . Maternal mortality fell dramatically. Cameron did great service by popularising the operation and showing how its scope could be extended. By the end of the century the maternal death rate from Caesarean section had fallen to under 10 per cent. Routh (1911) reviewing 699 reported cases shows that the mortality from Caesarean section performed before the onset of labour was 3.6 per cent whereas after frequent vaginal examinations or attempts at delivery the mortality was 34.3 per cent. Kehrer (1881) and Frank (1906) had advocated a low transverse incision in the uterus but the development of lower uterine segment Caesarean section owes most to Munro Kerr (1911) of Glasgow, who realised that this technique was safer and would produce a scar which would stand the strain of subsequent pregnancy and even labour.
For many years the rapid, easy, classical section held complete sway while the relatively more complex lower segment operation remained unpopular despite Munro Kerr's tireless advocacy. However, Marshall (1949) was able to point out that over 75 per cent of 7762 cases of Caesarean section performed in 16 teaching hospitals between 1943-47 were lower segment operations and that the general adoption of this technique had been responsible for a great improvement in results. Munro Kerr's contention that the lower segment operation is associated with less chance of uterine rupture in a subsequent pregnancy, and with less chance of sepsis and other post operative complications, has been borne out by experience. It has sometimes been said that under modem conditions wider use of classical Caesarean section would give better results than those quoted in the older literature, but the study by Dr. Carswell on page 105 of this issue of the Scottish Medical Journal shows that classical Caesarean section is still associated with many risks and there seems little to commend a return to the increased use of this technique. Nevertheless there are still some instances in which the classical operation may be the safest procedure for the patient-particularly in cases where the lower segment is poorly developed or has been the site of several previous operations: in such conditions the classical approach may be the least traumatic as danger to the bladder may be avoided and haemorrhage minimised. It would be wrong to dismiss this useful operation completely from the armamentarium of the obstetrician, who should be the master of all techniq ues of delivery and the servant of none.
With the Caesarean section rate in some British hospitals now approaching 10 per cent a more important question than any technical consideration is, how far the scope of the operation should be extended. There is no doubt that the increase in the Caesarean section rate has brought great benefits to mother and child. When Lawson Tait suggested that the operation be employed for placenta praevia (Tait, 1890) he was received with ridicule, yet who would doubt the value of this idea today? Nowadays there are those who recommend an increase in the Caesarean section rate in conditions such as abruptio placentae, placental insufficiency and breech presentation and indeed some see this operation as the panacea for all intrapartum ills. Could it be that the radicals have right on their side, as Lawson Tait had in the past?
The two principal indications for increasing the use of Caesarean section in recent times have been prolonged labour and fetal distress. A few years ago, a massive increase in the use of Caesarean section seemed the best answer to the problems of the prolonged first stage and failed induction: section rates of 80 per cent were reported in cases of inco-ordinate uterine action. Fortunately, a more physiological approach has prevailed. The more efficient use of oxytocin (Turnbull & Anderson, 1968; MacVicar & Howie, 1970) combined with complete pain relief from epidural block (Moir & Willocks, 1967) have gone a long way towards abolishing the terrors of the prolonged first stage and when Caesarean section is necessary it should now be possible to perform it for clearer indications and with the patient in better physical condition.
More and more Caesarean sections are being performed to avoid real or supposed risks to the fetus and the modem obstetrician is acutely aware that his aim should be to produce a child who is not only alive but in the best possible condition. In the past, hasty intervention, supposedly in the fetal interest, has sometimes produced babies who have succumbed to the respiratory Leading Article and intracranial complications of prematurity. Prenatal estimation of phospholipids in the amniotic fluid (Gluck, 1971; MacVicar et al., 1973) gives an indication of the infant's ability to resist the respiratory distress syndrome of the newborn and will, it is hoped, produce a judicious conservatism in avoiding premature operations which do little for the child's health.
Modem methods of monitoring in labour such as continuous fetal heart recording and fetal blood sampling may give warning of danger to the baby and may sometimes indicate that abdominal delivery is urgently necessary; conversely, these methods may indicate that Caesarean section is not required despite clinical signs of 'fetal distress'. The dangers to mother and child of hypoxia, from caval occlusion associated with the supine position in labour and during Caesarean section, are becoming more widely appreciated and a lateral tilt should avoid this risk (Ansari et al., 1970) .
When Caesarean section is performed in the fetal interest, the maternal risks should not be ignored; it is not always the easy and atraumatic operation that it ideally should be and post operative complications are not negligible, the risk of thromboembolism, for example, being nearly 6 times greater than after vaginal delivery (Claye, 1961) .
The Report on Confidential Enquiries into Maternal Deaths in England and Wales, 1967-1969 , states that the fatality rate was 1.2 per 1000 Caesarean sections. There were 124deaths associated with, but not necessarily due to Caesarean section in the 3 years reviewed; this represents a threefold reduction in mortality from the year 1957. Yet it appears that Caesarean sections were still being performed in conditions which were inadequate by any reasonable standards. For example, an unmarried woman, illiterate and weighing 21 stone, who had 2 previous Caesarean sections, was allowed to go into labour in a home described as a hovel; eventually she was brought into hospital as an emergency for a further section after which she developed uterine sepsis and died. Another woman died after a long and exhausting labour terminating in a failed forceps delivery and then a classical Caesarean section, carried out by a general practitioner in a nursing home.
Deaths due to anaesthesia in association with Caesarean section increased from 12 in the years 1952-54 to 33 in 1967-69 indicating that the risks of anaesthesia continue to be unappreciated. The increase in deaths from anaesthesia is almost entirely due to the aspiration into the lungs of stomach contents which should usually be avoidable. The administration of oral antacids to women in labour should prevent deaths from Mendelson's syndrome: withholding solid food during labour should prevent asphyxial deaths. The report concludes that avoidable factors were present in 44 per cent of the deaths associated with Caesarean section in the years 1967-69 and this is a higher proportion than in any of the series reported since 1952. The patient, the general practitioner, the anaesthetist and the obstetrician were all at fault in various ways. These are disturbing conclusions. The lesson to be learned by all involved in maternity work is that, while the judicious extension of Caesarean section may bring further benefits, the operation should only be performed by experienced obstetricians and anaesthetists in hospitals fully equipped to deal with complications. The consultant obstetrician has a duty to make himself available as required and to avoid delegating responsibility for difficult cases to unsupported junior staff. A 24-hour anaesthetic service should be readily available in all obstetric units and a senior anaesthetist should be available at all times for difficult cases.
The great American obstetrician, Joseph Bolivar de Lee had written on the wall of his labour room the Latin tag, Primum non nocere-'Firstly, do no harm.' Another obstetrician I knew inscribed on the wall the more homely Scots phrase 'keep the heid'. These are not bad rules for those contemplating Caesarean section, which remains a life-giving but also a potentially lethal operation.
(James Willocks)
